should note that stereognosis, or the recognition of the shape of solid objects, is not a sensation but a complex psychical process, arrived at by the combination and comparison of various sensory impressions from the hand-cutaneous, muscular, and articular. Moreover stereognosis also implies the calling up of visual and other memories and their comparison with the actual sensations felt in the hand at the moment. If any of these primary sensations be deficient, a stereognostic judgment may be impossible, even with an intact cerebral cortex. There are numerous morbid states in which we may meet with astereognosis. Thus, for example, it is a comnmon phenomenon in cervical tabes, where the patient complains that he cannot recognize objects in his pockets, such as coins or keys; again, in some lesions of the optic thalamus, astereognosis is well marked in the contralateral hand, and in cortical lesions of the sensory areas, as in the present case, astereognosis may be complete. In this case the postero-parietal lobule was unaffected, the lesion being in the mniddle part of the post-central gyrus. There is, therefore, no sufficient reason to postulate a special stereognostic centre, whether in the parietal lobe or elsewhere. in the body has been affected at one time or another. The hands were first affected twenty-one years ago; " chalk" appeared twelve years ago.
There is no history of gout in any member of the family. The man occupied a good position, and there is no history of alcohol or lead. There are numerous tophi on both hands and around the toes, and a few small deposits in both ears. The synovial membranes of the kneeand ankle-joints are thickened, and the patient has been unable to walk for the last eleven years. Both hands are much deformed by tophi; in several situations the skin has ulcerated. There is a similar but smnaller area in the corresponding phalanx of the next finger; also several smiiall punched-out areas of necrosis in the distal end of the second phalanx of the index finger.
It is imlportant to notice that there is no tophus over the metacarpophalangeal part of the index finger, the small hard lump felt there being part of the head of the second mnetacarpal bone; also the skin over the area is quite healthy.
E. B., charwoman, aged 36, has suffered from gout for the last five years. The first attack was in the right big toe. The hands were not affected till three years ago; niost of the joints have been affected somlle time or other. Her father suffered from stone in the bladder; no history of gout. There is a history of alcohol.
At the end of last year she was seen in an acute attack of gout. The toes, both knees, and the left wrist were affected. There is a uratic deposit in the right olecranon bursa, also around the terminal joint of the middle finger of the left hand. No tophi in the ears.
There is sonie limlitation of milovemnent in the right wrist. At the p)resent time there are no abnormlal physical signs in any other joints, withl the exception of the teriniaial joint of the middle finger of the left hand. There is a selimi-soft, slightly tender swelling around this joint; on the dorsumil is a scar, the site of an incision made a year ago in one of the London hospitals, where it was m:listaken for a whitlow. Crystals of sodium urate were obtained from-l the spot. The movement in this joint is only slightly impaired.
The skiagram of the left hand ( fig. 2 ) shows a necrotic area, about the size of a pea, in the distal end of the second phalanx of the middle finger.
H. J., stablemnan, aged 55, has suffered from gout on and off for the last five years. He has had rheumatism in his feet ever since he was a schoolboy, but these pains were. slight and never prevented work. Both his father and paternal grandfather had " chalk gout."
In January of this year he was seen in an acute attack of gout, affecting first his feet and knees, and later both hands, hips, and neck. During the acute attack a blister appeared over the terminal interphalangeal joint of the index finger of the left hand. On puncture a milky fluid exuded, which under the microscope was seen to be composed of crystals of sodium urate, together with a few leucocytes. At the present timne there are no tophi to be seen. The metacarpo-phalangeal joints of both great toes are ankylosed. In the left hand a small, bony nodule can be felt over the terminal joint of the index finger. Movement in this joint is only slightly impaired. There is slight hyperextension of the proximal interphalangeal joints of the middle finger. Movement in this joint is free. The terminal joint of the little finger of the right hand is ankylosed. Nowhere else on the right hand is there any definite swelling over the joints. There is some hyperextension of the proximal interphalangeal joint of the middle finger, which causes some prominence of the first phalanx, but this disappears on reducing the hyperextension. In three of the joints, viz., metacarpo-phalangeal, proximal interphalangeal joint of the index and proximal interphalangeal joint of the middle finger there is some limitation of movement; in the first two joints distinct grating is felt.
A skiagram of the right index finger (fig. 3 ) shows a light area in the distal end of the second phalanx, a light area in the distal end of the first phalanx, early changes in the cartilage of the proximal interphalangeal joint, a light area in the head of the metacarpal bone, somewhat advanced changes in the cartilage of the metacarpo-phalangeal joint..
A skiagram of the right middle finger shows a light area in the distal end of the first phalanx, a small bony addition on the inner side of the middle phalanx, early osteo-arthritic changes in the proximal interphalangeal joint.
A skiagram of the left hand ( fig. 4 ) shows a light area in the distal end of the first phalanx of the middle finger, also another light area in the distal end of the second phalanx of the index finger. A small bony addition can be seen on the inner side of the first phalanx of the middle finger.
I would draw attention to the fact that: (1) there are no accumulations of sodium urate over the greater number of these " light areas";
(2) there is an increased density of bone around these areas;
(3) the " light areas " have no apparent connection with the joint surfaces. The joints themselves nearest these areas have in some cases no impairment of movement, and in others only slight impairment of movement. [2] mentions erosion of bone in gout, but states that it is due to a direct destruction of bony laminae by continual pressure of uratic accumulations.
That these destructive changes are not caused by pressure atrophy is shown by the fact that (1) where erosion is marked, clinically no tophi can be detected; (2) in many cases there are large tophi in direct relation to bone, but no atrophy occurs, in fact, it is not uncommon to find bone thrown out underneath the tophus.
We must therefore conclude that in cases of gout there may be a definite destruction of bone, following or preceding the deposition of uratic crystals in the bone itself.
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DISCUSSION.
Sir DYCE DUCKWORTH said that the question under discussion was one of degree. There was no doubt that uratic deposit was met with in bone unassociated with necrotic changes. One was reminded of the theory of Ebstein, that before uratic deposit occurred anywhere there must be a preceding necrosed state of tissue. He thought that had been shown to be incorrect in many instances; certainly in cartilage, for where urates had been dissolved out of the cartilage, sections showed that the cartilage had been intruded upon, but not destroyed. If pressure continued it was conceivable that in many instances necrosis should occur, and that the necrotic cavity should be filled with uratic deposit. He thought some of these cases illustrated another fact, which was not so generally accepted, namely, that the gouty irritation might provoke enlargement of bones in certain situations, quite apart from all uratic deposit. The too common idea that gout meant uric acid and uric acid meant gout had been largely exploded, he %was glad to say. At postmortem examination, and even during life, one found that many of the enlargements occurred independently of uratic deposit. They might be due to uratic irritation, but there was no deposit in them, hence the well-known similarity between some gouty changes and the changes attributed to non-gouty conditions.
A Case in which, for Recurrent Sarcoma, parts of the Femnoral Artery and Vein were Excised.
F., AGED 50, was admitted into Guy's Hospital in September, 1906, for a tumour on the inner side of the right thigh; it had been present six weeks, and had continued to grow in spite of treatment with potassium iodide. It was situated below and internal to the saphenous opening, and was 3 in. to 4 in. in diameter, hard, well defined, not fixed to skin or bone, but was within the muscles. By a long incision the tumour and the whole of the adductor brevis, which was spread out over it, were removed, as it was thought to arise in this muscle.
Microscopically, it was a spindle-celled sarcoma with some myeloid cells, which in Mr. Targett's opinion arose, not in the muscle, but from the intermuscular fascia. The first recurrence was removed in July, 1907, and she was admitted in December, 1907, for a second recurrence, the size of a golf ball, at the junction of the upper two-thirds and the lower third of the thigh; at this operation the growth was found adherent to the femoral sheath within Hunter's canal and in close proximity to the feimoral vessels. The artery and vein were therefore ligatured above and below, and the portions within Hunter's canal, with the long saphena nerve, were removed. The circulation in the leg was quite restored on her discharge eighteen days later. A third recurrence was removed on Mfarch 13 of this year. ju-3
